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 This visit was a revisit for an ESRD recertification 

survey completed on August 29, 2014.

Survey date: October 2, 2014

Facility #:  005154

Medicaid Vendor #:  100256910

Surveyor:  Susan E. Sparks, RN, PH Nurse 

Surveyor

Incenter Census  117

Peritoneal Census  24

Total Census      141

Fresenius Medical Care Richmond is in 

compliance with Condition for Coverage 42 CFR 

494.

With this survey two conditions and seven 

deficiencies were corrected.

Quality Review: Joyce Elder, MSN, BSN, RN

October 3, 2014
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